Jauhar and Young make a good point about the validity of the HRSD, but it is nevertheless used as the primary outcome of most trials. Analyses of the subjective mood item are thus more likely to be influenced by selective reporting of positive findings. However, they are wrong about the Medical Research Council trial, where the dose of imipramine was 200 mg and that of phenelzine was 60 mg. There is indeed evidence either way on the association between severity and antidepressant response, but even in studies with positive findings, effect sizes in those with severe depression are small and unlikely to be clinically significant, and the association may be accounted for by differing expectations in people with more or less severe symptoms.
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I agree with the gist of Dr Dunleavy's response. Recommending antidepressants because they produce emotion-blunting effects, or other useful mental alterations (sedation with tricyclics, for example), is a drug-centred model of prescribing. I don't have a problem with this as long as the patient is properly informed that placebo-controlled trials suggest little if any superiority of antidepressants, that they have full knowledge of all the potential adverse effects, and that they are quite clear that the idea that antidepressants correct an underlying chemical imbalance is not supported by evidence. Then they can make their own informed decision. 
Unlocking an acute psychiatric ward: open doors, absent patients?
In their recent paper, Beaglehole and colleagues 1 reported on the effects of unlocking an acute psychiatric ward. Despite a 58% increase in unauthorised absences and an 8% increase in violent incidents, they concluded that a less restrictive environment had some positive effects, most notably a reduction in the total hours of seclusion per month.
Our service has recently undertaken a similar transition from a locked acute ward opened (and locked) in the 1930s, to an unlocked newly built unit opened in 2016. When comparing the 6 months before and after this transition, we too found that the rate of unauthorised absences increased by 100% from a mean of 4 to 8 per month. Unlike Beaglehole, however, we observed a decrease in rates of violent incidents by 27.4% (from a mean of 31.7 to 23 per month), and an increase in the total hours of seclusion per month by 213.4% (from a mean of 28.21 to 88.42 hours per month). Of note, admission rates increased from a mean of 20 to 23 per month during the same time period.
Although a reduction in the rate of violent incidents (and, in the case of Beaglehole, reduced levels of seclusion) strengthens the case for provision of care in unlocked settings, should we be concerned about the increased rate of unauthorised absences found in both studies?
The largest available study on this topic 2 would suggest not. In their 15-year observational study involving 145,738 German in-patients, Huber et al concluded that locked doors do not prevent suicides, or indeed unauthorised absences.
Although a rare event, suicide is undoubtedly one the most feared outcomes when any patient absconds. Preventing harm to self or others is often the main rationale for in-patient admission. It is also a ubiquitous criterion for involuntary admission. Consequently, preventing harm is one of the main motives for locking psychiatric units.
In our study, 86% of unauthorised absences over the 1-year study period were by involuntarily admitted patients. In opening our doors, are we doing these individuals a disservice by giving them the opportunity to leave hospital at a time when they are most unwell?
Previous studies have reported on the negative consequences of absconding for patients (interrupted treatment, suicide), staff (anxiety), family members (loss of trust in the service), and emergency services (expended resources).
3 It could be argued that a reduction in the number of violent incidents (and, in Beaglehole's case, seclusion) is worth the risk of these adverse outcomes. In our view, however, a modern purpose-built environment coupled with increased staffing levels better explains these findings. Increased numbers of nursing staff result in improved relational security, an important element of therapeutic security provided by higher staff-to-patient ratios.
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Our study and that of Beaglehole and colleagues indicate that unlocking acute psychiatric wards leads to an upsurge in unauthorised absences. The majority of patients who absconded were admitted involuntarily. We suggest that acute mental health services give careful consideration to all the risks associated with unauthorised absences before opening their doors. This is of particular relevance given that rates of involuntary admission are on the rise. 
